ABSTRACT Background: Since 2010, federal and local agencies have invested broadly in a variety of nutrition-focused policy, systems and environmental change (PSE) initiatives in Los Angeles County (LAC). To date, little is known about whether the public supports such efforts. We address this gap in the literature by examining predictors of support for a variety of PSEs.
INTRODUCTION
Although factors such as unhealthy eating behaviors and personal choice have been attributed to obesity and chronic disease risk in the population, [1] [2] [3] public health authorities have increasingly come to recognize the benefits of addressing other determinants of health such as the physical, the social, and the food environment (ie, elements that often negate personal choice) as a way to reduce obesity-related disparities in the community. 4 5 Socio-economically disadvantaged individuals, for example, are more likely to live in neighborhoods that lack access to healthy eating supports, including supermarkets and affordable produce. 6 Such socioecological barriers to healthy eating have been implicated as being contributors to poor dietary behaviors 7 8 and to differential health outcomes in underserved communities. 6 9 Guided in part by the Socio-Ecological Model which highlights the interactions between individuals and their physical and sociocultural environments, 10 the Los Angeles County (LAC) Department of Public Health (DPH) has sought to address underlying socio-ecological barriers to healthy
Strengths and limitations of this study
▪ This study is the first to describe and compare public support of recent nutrition-focused policy, systems and environmental change efforts in an urban jurisdiction by community economic hardship. ▪ The results shed critical insights on public support for recent nutrition-focused policies/ practices that aim to reduce obesity in the community. ▪ Findings from the present study have policy implications for present and forthcoming policy, systems, and environmental change efforts for obesity prevention in the USA. ▪ Limitations of the present study include social desirability bias that may have resulted in respondents over-reporting level of policy support and self-selection bias due to the nature of crosssectional surveys.
eating for its 10 million residents through recent implementation of policy, systems and environmental (PSE) change strategies in nutrition. 11 12 While local in its focus, these efforts were part of larger federal initiatives to combat obesity between 2010 and 2014. 13 14 There is a growing recognition that a better understanding of public support and how public health strategies such as PSEs are perceived in the community could inform their implementation in target populations. For instance, examining and documenting level of public support of different types of PSE strategies may help policymakers/funders prioritise which PSE interventions to implement in a community or help local health departments identify target audiences that may be most receptive to such interventions. Gauging public opinions, in particular, has been cited as an important step for facilitating the early dialogue and downstream success of PSE interventions. 15 An important question to ask is, "Do communities targeted by nutrition-focused PSE strategies actually support them in their communities?" From a policy and practice standpoint, it is also important to understand how public support might vary by community, especially by economic hardship (EH) levels. There is emerging literature to suggest that higher levels of community EH is associated with higher obesity prevalence. [16] [17] [18] While some studies have examined public support of policies promoting healthy eating/nutrition, they have focused primarily on workplace issues, 19 childhood obesity 20 or on international obesity prevention efforts. [21] [22] [23] [24] [25] To date, few studies have examined perceptions pertaining to food or obesity prevention PSE practices or interventions in the USA. [26] [27] [28] To the best of our knowledge, no studies have examined predictors of public support of recent nutrition-focused PSE efforts in local jurisdictions.
The present analysis seeks to shed light on this gap in the literature. The analysis compared potential predictors of public support for nutrition-focused PSEs among a representative sample of LAC residents. The main predictor of interest was community EH status, which comprised three levels: 'low', 'intermediate' or 'high'. Given residents from high EH communities are more likely to experience disparities in access to healthy eating resources, 29 we expected residents from these communities to express a high level of PSE support. Other potential predictors examined were political affiliation, sociodemographics (ie, sex, age, race and income), perceptions about obesity, perceived health and weight status, frequency reading nutrition labels, ease of finding healthy and unhealthy foods, and food consumption behaviours (ie, fruit and vegetables, non-diet soda, fast-food and sit-down restaurant meals).
METHODS
The LAC Food and Nutrition Field Survey A cross-sectional telephone survey conducted by Field Research Corporation, a California-based survey firm, was administered to a simple random sample of voters selected from the County of Los Angeles Registrar's voter registry (list) in October 2013. To be eligible, respondents had to: (1) be the person whose name was selected from the list, (2) confirm his/her accuracy of living in the jurisdiction; and (3) speak English or Spanish. Of the 1007 who completed interviews, 661 (66%) originated from a cell phone listing and 346 (34%) originated from a landline or other non-cellular phone listing. To obtain an accurate and reliable snapshot of the county population, the final sample included a main countywide sample of LAC voters (n=700), along with two additional augmented samples of voters residing in the City of Los Angeles (n=26) and in South Los Angeles (n=281). Respondents residing in South Los Angeles zip codes (ie, low-income, high priority areas) were oversampled for strategic planning purposes and because they have been heavily targeted by recent PSE interventions (table 1) .
Survey instrument
The seven-page, 35-item questionnaire (administered in English or Spanish) was developed by DPH in collaboration with Field Research Corporation. All questions were closed-ended, with voters asked to choose their answers from a short list of possible answer alternatives or by providing a numeric response. Survey measures included attitudes towards obesity epidemic, nutrition knowledge and behaviours, public opinions about PSE strategies seeking to change business practices and to promote healthy eating, and sociodemographics. When feasible, questions were adapted from previously validated items used in DPH or Field Research surveys; however, due to lack of previous studies on this topic, several questions (eg, beliefs of factors contributing to obesity) were developed specifically for the survey.
Measures for descriptive and multivariable analyses Policy support Policy support was measured using a series of questions adapted from prior local obesity-related public opinion surveys conducted by Field Research in the region. [30] [31] [32] [33] First, respondents were asked, "How important is it for food and beverage companies to do this: (1) change the ingredients in their products to reduce their calories; (2) change the ingredients in their products to reduce their sodium or salt content; and (3) stop advertising unhealthy products, like fast food and sodas, on TV shows that kids watch frequently?" Response options included "very important", "somewhat important", "not too important", "not at all important" or "don't know/ refuse". Second, respondents were asked to indicate the degree to which they favour the following actions: (1) limiting the container sizes in which sodas and other sugary drinks can be sold in restaurants, snack bars, movie theatres and sports arenas to no more than 16 ounces; (2) providing incentives and enact policies to attract more farmers markets to produce stands selling fresh fruits and vegetables in low-income neighbourhoods; (3) increasing the availability of fresh drinking water at local parks, schools and other public areas; (4) providing incentives and enact policies to attract more supermarkets selling fresh fruits and vegetables in low-income neighbourhoods; (5) prohibiting supermarkets from selling unhealthy food items, like candy products, in their check-out aisle; (6) setting a limit on the number of fast-food restaurants that a community can have; (7) providing local grocery and convenience stores with tax credits and other incentives to provide more healthy food choices, like fresh fruits and vegetables, and to reduce the number of unhealthy foods and snacks they sell; (8) strengthening school nutrition standards to limit the types of unhealthy foods and sugary drinks sold in schools; and (9) reducing access to unhealthy snacks and sugary drinks in vending machines in public buildings and worksites. Response options included "favour strongly", "favour somewhat", "oppose somewhat", "oppose strongly," and "don't know/refuse".
In descriptive analyses, responses to the series of PSE support questions were dichotomized as 'favors strongly' if respondents answered "favor strongly" and 'does not favor strongly' if respondents answered "favor somewhat," "oppose somewhat," or "oppose strongly." Similarly, responses were dichotomized as 'finds very important' if respondents answered "very important" and 'does not find very important' if respondents answered "somewhat important," "not too important," or "not at all important." For multivariable regression modelling, a factor analysis informed three index (outcome) variables of policy support for PSE efforts. These variables (continuous) are an average of respondent responses, based on a fourpoint Likert scale, to the aforementioned series of PSE public support questions. The first outcome variablepromotional or incentivising policies and practicesincluded questions pertaining to respondent level of support for: (1) attracting more supermarkets selling fresh fruits and vegetables in low-income neighbourhoods; (2) attracting more farmers markets and produce stands selling fresh fruits and vegetables in low-income neighbourhoods; (3) increasing the availability of fresh drinking water in public areas; and (4) providing local grocery and convenience stores with tax credits/other incentives to provide more healthy food choices. The second outcome variable-limiting and restrictive policies and practices-included questions relating to respondent level of support for: (1) limiting the container sizes of sodas and other sugary drinks sold; (2) prohibiting supermarkets from selling unhealthy food items; (3) limiting the number of fast-food restaurants that a community can have; (4) strengthening school nutrition standards to limit the types of unhealthy foods and sugary drinks sold; and (5) reducing access to unhealthy snacks and sugary drinks in vending machines in public buildings and work sites. The third index outcome variable-public opinions about the importance of changing business practices-included questions on respondents' perceived level of importance that food and beverage companies: (1) change the ingredients in their products to reduce their calories; (2) change the ingredients in their products to reduce their sodium/ salt content; and (3) stop advertising unhealthy products on TV shows that kids watch frequently. This new index variable yielded a Chronbach alpha coefficient of 0.60.
Community-level EH
Survey respondents were asked to provide a zip code, which were then linked to an internally developed EH Index, a composite score of six social and economic indicators that impact health (ie, crowded housing, poverty level, unemployment status, education status, dependency status and per capita income). A description of this index and its six indicators that the calculation is based on are described elsewhere. 17 34 It was recently updated in 2015 to encompass EH of LAC residents between 2008 and 2012; the updated index ranges from 13.2 to 82.9 (internal data, not published). The higher the index score, the greater the level of hardship. To establish cut-off points, these index rankings were divided in thirds-that is, respondents were classified as residing in 'low' EH communities if their zip codes corresponded to communities with EH rankings between 13.2 and 36.4, 'intermediate' EH if between 36.5 and 59.5, and 'high' EH if corresponding community rankings were >59.6. This categorisation was informed by prior research using similar cut-points. 35 This measure was used in descriptive and multivariable regression analyses. For the latter analysis, the measure was included as a primary regressor.
Political affiliation
Survey respondents were recruited from a registrationbased sample which included party registration information. Pre-existing party registration categories included "Republican", "Democrat", "non-partisan/independent", or "Green/Libertarian/other party" affiliation. These four categories were used in descriptive analyses. For multivariable regression analyses, responses were categorized as 'Republican' if respondents pre-identified as "Republican" and 'Democrat' if respondents were preidentified as "Democrat." Owing to a small sample size of respondents who were preidentified as "Green/ Libertarian/other party", the category 'other party affiliation' was created to combine respondents whose political affiliation was "non-partisan/independent" or "Green/Libertarian/other party".
Sociodemographics
Sociodemographic information was collected using a standard set of questions internally used in all Field Research surveys. Collected sociodemographic information included (1) age, reported as whole numbers; (2) sex, classified as 'female' or 'male'; (3) race/ethnicity, classified as 'black', 'Hispanic', 'white', 'Asian/Pacific Islander', and 'other'; (4) education, classified as 'less than high school', 'high school graduate', 'some college or junior college', or 'college graduate or above'; and (5) annual household income, classified as '<$20 000', '$20 000-$39 000', '$40 000-$59 000', '$60 000-$79 000', '$80 000-$99 000' and '$100 000+'. These measures were used in descriptive and multivariable regression analyses. However, in the regression models the education variable was excluded due to multicollinearity with the income variable. Moreover, the 'other' category for race/ethnicity was excluded due to a small sample size.
Obesity-related perceptions
Respondents were asked to indicate how serious a problem they believe obesity to be among LAC adults today using a question adapted from a childhood obesity prevention survey conducted by Field Research on behalf of the California Endowment. 30 Respondents were asked, "How serious a problem do you believe obesity is among adults in Los Angeles County today?" Response options included "very serious," "somewhat serious," "not too serious," "not at all serious," and "don't know/refuse." In both descriptive and multivariable regression analyses, response options were dichotomized as 'believes to be a very serious problem' if they responded "very serious" and 'does not believe to be a very serious problem' if they responded "somewhat serious," "not too serious," or "not at all serious."
An internally developed question sought to understand the factors respondents believe play a larger role in determining whether a person is obese/seriously overweight. Respondents were asked, "Which do you think plays a larger role in determining whether a person is obese or seriously overweight?" Response options included "individual factors, such as a person's genetics and motivations," "environmental factors, such as their access to healthy foods and recreation," or "both are equally important." Response options were categorized as 'individual factors (e.g., genetics)' if they responded "individual factors," 'environmental factors (e.g., access)' if they responded "environmental factors," and 'both individual and environmental factors' if they responded "both are equally important." This categorisation was used in descriptive and multivariable regression analyses.
Self-reported health and weight status Health status was measured by asking respondents to indicate their perceived health status using a validated question from the Medical Outcomes Study Questionnaire Short Form 36 Health Survey. 36 Respondents were asked, "In general [would you say] your health is excellent, very good, good, fair, or poor?" In both descriptive and multivariable regression analyses, response options were categorized as 'excellent' if they answered "excellent," 'very good/good' if they responded "very good" or "good," and 'fair/poor' if they responded "fair" or "poor."
Weight status was measured by asking respondents to indicate their perceived weight status using questions from the 2007 to 2008 National Health and Nutrition Examination Survey. 37 Respondents were asked, "Do you consider yourself to be overweight or obese, about right or underweight?" Response options included "overweight/obese", "about right", "underweight," and "don't know/refuse". Responses were dichotomized as 'normal/underweight' if they responded "about right" or "underweight" and 'overweight/obese' if they responded "overweight/obese." The measure operationalised in the manner described was used in descriptive and multivariable regression analyses.
Nutrition label reading behaviours
Respondents were asked to indicate their frequency of reviewing nutritional/calorie information posted on food packages before making food selections at supermarkets and grocery stores via an internally developed question. Respondents were asked, "When buying groceries at supermarkets and grocery stores, how often do you review the nutritional and calorie information posted on food packages before making your food selections?" Response options included "all of the time", "most of the time", "some of the time", "occasionally", "never," and "don't know/refuse". In both descriptive and multivariable regression analyses, responses were categorized as 'all/most of the time' if respondents answered "all of the time" or "most of the time" and 'some/none of the time' if respondents answered "some of the time," "occasionally," or "never."
Neighbourhood food environment Using internally developed questions, respondents were asked to report their ease of finding places with healthy food items. Respondents were asked, "How easy or difficult is it to find: (1) places selling fresh fruits and vegetables in your neighbourhood; (2) supermarkets/grocery stores in your neighbourhood; and (3) fresh and freely available drinking water in public spaces in your neighbourhood, such as local parks and schools?" To assess ease of finding unhealthy food items, respondents were asked, "How easy or difficult is it to find fast-food restaurants like McDonald's, Taco Bell, KFC or other similar types of places in your neighbourhood?" Response options for both questions included "very easy," "somewhat easy," "somewhat difficult," "very difficult," and "don't know/refused." In descriptive analyses, responses to these questions were dichotomized as 'very easy to find' if they answered "very easy" and 'not very easy to find' if they responded "somewhat easy," "somewhat difficult," and "very difficult."
In multivariable regression analyses, unhealthy eating was dichotomised the same as in descriptive analyses. However, healthy eating was converted into an index variable representing ease of respondents finding fresh fruit and vegetables, supermarkets/grocery stores, and fresh/freely available water in their neighbourhood. Responses were summated as an average of the three measures (excluding response options of 'don't know/ refused').
Self-reported nutrition behaviours
A series of internally developed questions sought to assess respondent nutrition behaviours. Respondents were asked, "In an average day, about how many servings of… (1) fruit do you eat, counting fresh, canned dried or frozen fruits?; and (2) vegetables do you eat, counting fresh, canned, dried and frozen vegetable?" For each question, respondents were asked to provide a whole number value. Responses were then converted into a continuous variable by summating the two measures.
To assess soda consumption, respondents were asked, "In an average week, about how many regular sodas such as Coke or Mountain Dew do you drink?" To assess restaurant food consumption respondents were asked the following: (1) "In an average week, how many times do you eat any food from a fast-food restaurant like McDonald's, Taco Bell, or KFC or another similar type of place?"; and (2) "In an average week, how many times do you eat any food from any type of sit-down restaurant, not counting fast-food restaurants?" Responses to each of these questions were provided as a whole number value and analysed as a continuous variable.
Sample weighting
As described by Field Research in their summary of methods used in the study survey, sample weights were created by developing control totals based on two priority regions of LAC (ie, Los Angeles and South Los Angeles)-that is, those reflecting each jurisdiction's share of the total registered LAC voter population. 38 Voter count information from the LAC Registrar of Voters were used to derive the total registered voter population across LAC. Counts were then subdivided countywide and by the two regions of interest-by party registration, Service Planning Area (SPA), age, and gender. Field Research used this information to assure that all samples properly aligned to population proportions across key dimensions (ie, party registration, SPA, age and gender).
Analysis plan
All data were cleaned, managed, and analysed using Stata V.14.1 (StataCorp LP, College Station, Texas, USA) with weighted data reflecting the LAC population's sociodemographic characteristics. Descriptive analyses were performed to compare and contrast attitudes towards obesity epidemic, nutrition knowledge and behaviours, public opinions about changing business practices/government policies, and sociodemographics by three levels of community EH. A series of χ 2 tests were conducted to examine differences between the groups across all categorical variables of interest. In regression analyses, to find out if and how policies/practices grouped into coinciding clusters, a factor analysis on the 12 PSEs was performed to inform variable selection. For example, latent variables identified from a factor analysis informed outcome variable selection (ie, index of level of public support for PSEs). In addition to using a conceptual framework (not shown), variable inclusion in the multivariable models were guided by univariate, bivariate and correlation analyses. Multivariable models corresponding to the three identified outcome variables were performed to describe the associations between mean level of policy support and community EH. Responses of "other/ don't know" or responses with <5% were set as missing. Since data were missing at random, list-wise deletion was conducted to obtain the final analysis sample. 39 F-test statistics were used to gauge the overall significance of multivariable models and t-tests for parameter significance.
RESULTS
In total, 1007 interviews were completed (crude response rate 26.3%, cooperation rate 65.7%). Descriptive statistics are presented for this sample. For the regression analyses, the analysis sample included 757 respondents.
Significant differences in party affiliation, race/ethnicity, education and income were observed between respondents residing in 'low', 'intermediate,' and 'high' EH communities (table 2) . Similarly, significant differences were observed in selected indicators of obesity-related perceptions, food environment in the neighbourhood, self-reported health, and weight status, and restaurant meal (ie, fast-food and sit-down) consumption (table 3) . While it appeared there was less support among respondents across the three EH groups for PSE domains classified as 'limiting/restrictive' versus 'incentivising/promotional,' and/or 'changing business practices' (table 4), significant group differences by respondents' community EH (χ 2 p<0.05) were observed in the levels of public support for some policies/practices in all three domains.
Although multivariable analyses suggested community EH was not a significant predictor of level of support for any of the three types of PSEs after controlling for other covariates (table 5), this was not entirely the case for respondents who strongly believed obesity is a serious problem in LAC; the latter group reported strong support for 'promotional/incentivising' ( parameter estimate (β)=0.261, 95% CI 0.166 to 0.356), 'limiting/restrictive' (β=0.356, 95% CI 0.244 to 0.468), and 'changing business practices' (β=0.275, 95% CI 0.178 to 0.372) PSEs. Females also appeared to strongly support these three PSE domains: 'promotional/incentivising' 
Other predictors of PSE support included age, race/ ethnicity, income, beliefs pertaining to underlying causes of obesity, nutrition label reading behaviours, ease of finding healthy foods, and patterns of fruit and vegetable consumption (table 5) ; however, their significance level varied across the three types of PSEs.
DISCUSSION
This is among the first analyses to examine predictors of public support for PSE change strategies that are part of recent obesity prevention investments in LAC. This analysis is particularly timely given ongoing dialogue and activities related to the Patient Protection and Affordable Care Act of 2010, 40 especially in regard to chronic disease prevention investments and how best to maximise taxpayers' dollars to promote health.
In multivariable analyses, community EH was examined as a primary predictor of public support of PSEsthat is, included as a primary regressor. Results from these analyses suggest there are no statistically significant differences in policy support for any of the three types of PSEs by community EH, after controlling for covariates. A number of factors may have contributed to this. One such example is the null finding, which could be the result of emerging social norms-that is, the public views nutrition-focused PSE interventions in more favourable light than years past. Albeit in a paucity of studies that have examined public opinions related to nutrition-focused PSE efforts, there are only a few that provided support for this hypothesis. A study of public opinions using a nationally representative sample of adults conducted in 2004 found that support for "increasing the tax on fast food and less healthy foods marketed to children" was about 43.9% among a nationally representative sample of adults. 20 Similarly, another nationally representative survey found that only about 28.4% of survey respondents supported imposing "a tax on junk food similar to existing government taxes on cigarettes and alcohol". 26 Results from a 2011 survey that focused on examining local-level public opinions related to physical activity and healthy eating suggest junk foodtype policies have garnered greater public support in recent years. Specifically, about 91% of survey respondents favored taxing sodas and soft drinks as an obesity prevention strategy. 28 Yet, there are a number of limitations to drawing comparisons across these various surveys given differences in the measures and sampling procedures. Clearly more research on this topic is needed.
Another possible explanation for the absence of an association between community EH and PSE support could be the consequence of varied support in each of the three types of PSEs among the 'low', 'intermediate, ' and 'high' EH groups. The present study, for example, found that public support for PSEs such as encouraging food and beverage companies to change the ingredients in their products to reduce their calories or sodium were statistically different across the three groups.
In contrast to community EH, Republican affiliation, being female, and perceiving obesity to be a serious health issue were found to significantly predict public support for the three types of PSEs. In particular, respondents who were identified as 'Republican' appeared less likely to support any of the three types of PSEs. This makes sense given the nature of the Republican party, which has historically been more socially and fiscally conservative, especially in regard to welfare policies or practices. 41 A prior study examining 42 In terms of sex, our study found that females are more likely to support the three types of PSEs. This result is not too surprising; similar results have been observed in other public opinion studies of obesity prevention strategies. 20 28 43 Moreover, in LAC, females (compared with males) have been found to be more invested in their health and those of their families. 11 12 Finally (and not surprisingly), individuals who perceived obesity to be a serious issue among LAC adults appeared more supportive of the three types of PSEs than those who did not. While no prior studies have explicitly examined perceived obesity severity as a predictor of public support for nutrition-related PSEs, similar findings have been found elsewhere. For instance, Tabak et al 28 found greater level of support for healthy eating and physical activity policies among individuals living in counties with higher levels of obesity.
Other results from the present study were also consistent with the literature, especially as they relate to socioeconomic status and health risk behaviours. Our study showed, for example, significant sociodemographic and environmental disparities among the local communities by the three EH levels. Respondents in the 'low' EH communities were primarily white, had incomes >$100 000 and reported greater access to fresh fruits and vegetables. In contrast, respondents residing in 'high' EH communities were primarily Hispanic/ African-American, had incomes <$20 000, and reported difficulty accessing fresh fruits and vegetables. National and local health statistics support these observations. Latinos and blacks typically have lower socioeconomic status, 17 44 as well as higher obesity and related cardiovascular risks than their more affluent counterparts. 17 45 46 Finally, while not the main objective of the study, results from the descriptive analyses suggest that public support varied by the type of strategies and whether these strategies impinged on personal choice. The 'restrictive' policies/practices (ie, intrusive) were generally less well received. For example, policies prohibiting supermarkets from selling unhealthy foods received unilaterally lower public support regardless of community EH status. Prior research affirms a similar pattern in the literature. 'Restrictive' policy interventions have typically received less favourable public support than 'nonrestrictive' ones. 21 27 Limitations In spite of its strengths-which included a comprehensive profile of public support for PSE changes across the different segments of the LAC population-the present study had several limitations. First, social desirability bias may have resulted in a number of the respondents over- 47 -and this may have been the case in the present survey. To mitigate this issue, however, cell phone numbers and other voter-specific information were leveraged to increase representativeness. Sixth, the moderate Chronbach alpha for the new index policy support variable suggests the measure of policy support is less reliable than intended and could have introduced bias to study results. Lastly, the generalizability of the findings may be limited, given the survey included two augmented samples of voters residing in two distinct Los Angeles County regions.
CONCLUSION
While millions of federal dollars have been invested to combat obesity nationwide, obesity prevalence among Americans remains high. Recent PSE investments, in particular, have been disseminated in communities at risk for obesity, but generally without a priori assessments of these communities' receptivity to these interventions. Ameliorating high obesity prevalence in communities requires target population buy-in. Building on Tabak et al's 28 argument that there is a limited local-level data source available to help decision makers "tailor policies that would most efficiently and effectively impact obesity rates", it is essential that local public health authorities assess and carefully consider public perception and receptivity to these policies/practices. Within this context, the present study provides insights into the utility of these PSEs and may help inform how best to tailor present and forthcoming obesity prevention initiatives in the community. †Listwise deletion employed in all models. ‡(F=5.80, p=0.0000); average of a four-point Likert scale (1=favour strongly, 2=favour somewhat, 3=oppose somewhat, 4=oppose strongly) of the following policies and practices:
'attracting more supermarkets selling fresh fruits and vegetables in low-income communities; attracting more farmers markets and produce stands selling fresh fruits and vegetables in low-income communities; increasing the availability of fresh drinking water at local parks, schools and other public areas; proving local grocery and convenience stores with tax credits and other incentives to encourage sale of healthy foods and to reduce the number of unhealthy foods and snacks sold'. §(F=7.59, p=0.0000); average of a four-point Likert scale (1=favour strongly, 2=favour somewhat, 3=oppose somewhat, 4=oppose strongly) of the following policies and practices:
'limiting container sizes in which sodas and other sugary drinks can be sold in restaurants, snack bars, movie theatres and sports arenas to no more than 16 ounces; prohibiting supermarkets from selling unhealthy food items like candy products, in their check-out aisles; limiting the number of fast food restaurants that a community can have; strengthening school nutrition standards to limit the types of unhealthy foods and sugary drinks sold in the schools; reducing access to unhealthy snacks and sugary drinks in vending machines in public building and worksites'. ¶(F=5.78, p=0.0000); average of a four-point Likert scale (1=very important, 2= somewhat important, 3=not too important, 4=not at all important) of the following policies and practices:
'food and beverage companies changing the ingredients changing the ingredients in their products to reduce their calories; food and beverage companies changing the ingredients changing the ingredients in their products to reduce their sodium and salt content; food and beverage companies stop advertising unhealthy products (like fast food and sodas) on TV shows that kids watch frequently'. † †Provides an estimate of the expected increase in the dependent variable for a 1 unit increase relevant to the referent group.
EH, economic hardship.
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